There is a large body of literature demonstrating the association among depression and anxiety, and coronary heart disease (CHD). [1] [2] [3] [4] [5] [6] Contemporary cardiac rehabilitation is focused on optimal outcome and reduction of possible complications after acute coronary events and primary or elective percutaneous coronary interventions (PCI) 7, 8 where the patient's mental status is shown to be an important factor for recovery. 9 This was confirmed by comparative evaluation of PCI and non-PCI patients with stable angina where the revascularization procedure induced depressive symptoms, with significant difference before PCI and pre-discharge. 6 Similarly, there was a significant correlation between levels of anxiety and depression before and after PCI, emphasizing the role of an adequate approach and health educational programme provided by the physician, nurses and cardiac technicians. 10 Although without statistical significance, Zigmond and Snaith used the Hospital Anxiety and Depression Scale 11 to show an improvement of depression (25.8% vs. 17.5%) and anxiety (34.0% vs. 24.7%) two days before and 10 days after PCI. Younger patients were more anxious before PCI and with significant improvement after the procedure. 12 PCI was also significantly associated with anxiety, depression and other disorders at different follow-up time points (one day and one, three, six and 12 months after PCI), with significant decrease during the follow-up period. 13 The goal of cardiac rehabilitation is to reduce mortality and morbidity, including also improvement of psychosocial well-being where the success of cardiac rehabilitation depends on the interdependence of the body and mental status.
14 For this reason, the study by Olsen et al. 15 examined the relationship between cardiac rehabilitation and psychological status after PCI reaching the conclusion that the levels of anxiety and depression among PCI patients were not affected by cardiac rehabilitation participation. They compared levels of anxiety and depression in PCI patients who had and PCI patients who had not participated in cardiac rehabilitation, with the levels in the general population, and they also assessed predictors of anxiety and depression three years after PCI. 15 Prevalence of anxiety and depression was high (27% and 19%), predominantly in the cardiac rehabilitation participants, with significant improvement during follow-up, but without significant intergroup difference. After the three year follow-up period, the prevalence of anxiety was 32% (p < 0.001) higher among cardiac rehabilitation participants. This is consistent with the results of the EUROASPIRE III survey on the impact of depression and anxiety on regular exercise and the intention to start with physical activity. The majority (50.3%) of study patients with CHD did not intend to exercise. It was shown that there were more serious symptoms of depression in patients who did not exercise or did not intend to exercise regularly. 16 Anxiety did not affect regular exercise, which, like the present study, has indicated that anxiety affects both the motivation for and the participation in cardiac rehabilitation. 15 Olsen et al. also showed significant multivariate predictors of depression and anxiety in patients after PCI. 15 Female gender and young age were associated with anxiety, and educated patients and patients with acute coronary event treated by primary PCI had lower risk of depression. Older age, former smoking and prior myocardial infarction, coronary by-pass and stroke were associated with higher risk of depression. 15 These findings and previous reports indicate that it is necessary to put great effort into the implementation of some special measures for successful cardiac rehabilitation, taking account of the fact that mental distress and the symptoms of depression are related to functional capacity before and after cardiac rehabilitation. 7, 17 An individual approach includes assessment, counselling, prescribed and supervised exercise training, risk factor control and psychosocial management. Functional class, risk factors and psychological status are parts of the complex clinical puzzle and should be harmonized during cardiac rehabilitation. 7, 18, 19 Patients with symptoms of depression and/or anxiety should be referred for adequate psychological management.
14 Thus, cardiac rehabilitation should be adapted to the mental status of the patient, with the knowledge that symptoms of depression and/or anxiety often coexist, and unfortunately, in most cases, are concealed. The importance of psychological examination in CHD patients especially before and after cardiac rehabilitation should be strengthened along with simultaneous standardization of rehabilitation programmes.
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